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AIDSin Lancaster County, Part ||

Thisissueof Epi Info continuesadiscussonbegunby AIDS
inLancaster County, Part 1. That issuetraced thelevel
of AIDSincidence over time and its variation by age,
gender and race. Thisissue explores sources of HIV
exposureamong individua swho have been diagnosed with
AIDS, describes how these exposure patternsdiffer by
gender, age and race, and summarizesincidence patterns
which are changing the demographic portrait of HIV
infectionand AIDS.

Summary

Our dataindicatethat in Lancaster County, asinthenation
asawhole, AIDSremainsadiseasethat disproportionately
affectshomaosexua men. However, comparisonsbetween
AIDS incidence and preliminary HIV incidence data
strongly suggest that exposureand diseaserisk isincreasing
among Lancaster County women, usersof injected drugs,
racid/ethnic minorities, and heterosexuds. Teenincidence
rates for other sexually transmitted diseases also raise
concerns about HIV risk among youth. How these
increased HIV risksmay affect AIDSratesinthefutureis
uncertain, given recent advancesin trestment which delay
onset of AIDS, and thelikelihood that many of those at
risk will not have accessto high-cost treatments.

This report is based on AIDS incidence data for
Lancaster County from 1985 to 1995, with
comparisons to preliminary HIV incidence data
whereapplicable. In 1995, HIV became areportable

Acquired Immunodeficiency Syndrome (AIDS) is
the late clinical stage of infection with Human
Immunodeficiency Virus (HIV). AIDSis typically
characterized by a group of HIV-related
opportunistic infections and damage to the
immune and other organ systems. AIDS affects
all races, ages and classes, in virtually every
nation. AIDS was first reported in Lancaster
County in 1985; 122 cases were reported from
1985 to 1995.

Risk Factors and Populations Affected

disease in Nebraska. Until then, only AIDS had been
reportable. Although preliminary, HIV dataisreferenced
inthisissueinan attempt to provideinsight to current HIV
incidenceand future AIDSpatterns. Itisimportant to note
that theHIV dataset doesnot includeall casesdiagnosed
since 1995 or from the period before HIV became
reportable. Nor doesit include personsinfected with HIV
who have not been tested.

Individuals can be exposed to HIV in several ways. As
showninFigureA, therisk categoriesinclude men who
have sex with men (MSM), injected drug use (IDU),
hemophilia, heterosexua contact with infected individuals,
blood transfusions, and pediatric caseswereHIV isacquired
fromthemother.

Major Exposure Risksin Lancaster County

In Lancaster County, asintheU.S. asawhole, AIDS
is far more likely to affect men who have sex with
other men (M SM) than any other group (FigureA).
Over two-thirdsof al individualsdiagnosed with AIDSin
Lancaster County from 1985 to 1995 had MSM astheir
main exposurerisk (68.0%). Thesecasesinclude4.9% of
thetotal that were classified asboth MSM and injected

Figure A: AIDS Cases by Primary Exposure
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druguse (IDU). MSM wasthe main exposurerisk
for 70.7% of maleswith AIDS.

When compared to AIDS cases, preliminary HIV
data show a smaller percentage of incident cases
attributed to MSM (43.8%). However, 23.8% of
theHIV casesdid not indicate an exposure source
(ascompared to 3.3% of AIDS casesthat were not
classfied by exposurerisk). Inthenationasawhole,
MSM wasthe primary exposurerisk for 75.6% of
all individualsdiagnosed with AIDSthrough 1995
(Centersfor Disease Control and Prevention, HIV/
AIDS Surveillance Report, val. 7, no. 2).

Figure C: AIDS Exposure by Age
Lancaster County, 1985-1995

| njected drug use (I DU) wasthe second-lar gest
exposur erisk for thosediagnosed with AIDSin
L ancaster County, comprising 13.1% of cases,

Exposureto | 0-14 15-19 20-24 25-29 30-34 35-39 40-44 45+ TOTAL
AIDS Years Years Years Years Years Years Years Years
MSM 5 8 21 21 14 8 77
IDU 1 4 1 10
MSM/IDU 1 1 2 1 1 6
Hemophilia 2 1 2 1 1 7
Heterosexual 1 5 3 3 1 1 14
Transfusion . 1 1
Pediatric 3 . . . . 3
Other 1 1 1 1
TOTAL 3 0 10 18 31 30 19 11 122
% of MSM 0% 0% 60.0% 50.0% 74.2% 73.3% 78.9% 72.7%| 68.0%
% of
0% 0% 10.0% 27.8% 9.7% 10.0% 5.3% 9.1% | 11.5%
Heterosexual

including 8.2% DU aloneand 4.9% al so classified

asMSM. Inpreiminary HIV data, 1DU comprised
over one-fifth (22.5%) of incident cases in
Lancaster County. Nationally, IDU was the main
exposurerisk for 31.5% of AIDS casesthrough 1995.

Heter osexual contact with infected individualswas
the third most significant exposurerisk (11.5%)
for those diagnosed with AIDS in Lancaster
County (14individuas). Threeof theseindividudswere
diagnosed from 1985t0 1991, whiletheremaining cases
(88.5%) were diagnosed since 1992. A similar
percentage (12.5%) of HIV casesreported in Lancaster
County were attributed to heterosexual exposure. In
theU.S., heterosexual exposure accounted for 8% of
AIDS casesthrough 1995.

Hemophiliadisorder wasthe primary exposurerisk for
5.7% of Lancaster County individuals with AIDS.

Pediatric cases (younger than 13 yearsof age) comprised 2.5%
of AIDScases, whileasmall percentage (0.8%) of individuas
were exposed through blood or tissuetransfusion. Similar
percentagesareincidated inthepreliminary HIV data.

Incidence Among Women and Youth

Although AIDS primarily affectshomosexua men, inrecent
yearstherehasbeen increased concern about incidenceamong
women and youth. One in ten Lancaster County
individualswith AIDS (10.7%) wer efemale, with three-
fourths (76.9%) of these diagnosed after 1990. Thefemale
proportion of caseswastwiceashigh for preiminary HIV
data (22.5%). Themost likely source of exposurefor most
females with AIDS (69.2%) was heterosexual contact
(FigureB), followed by injected drug use (15.4%).

Themaority (80.3%) of AIDS casesin Lancaster County

have been diagnosed among individuals 25 to 44 yearsold
(FigureC). Nearly one-quarter (23%) of AIDScases
wer ediagnosed amongindividuals20to 29 yearsold.
M orethan twice asmany cases occurred among those 20-
29 years old in 1992-1996 (24 cases) asin 1987-1991

Figure B: AIDS Exposure by Sex
Lancaster County, 1985-1995
Exposure Males Percentageof Females Percentage of
to AIDS Total Males Total Females
MSM 77 70.7% . .
IDU 8 7.3% 2 15.4%
MSM/IDU 6 5.5%
Hemophilia 7 6.4% . .
Heterosexual 5 4.6% 9 69.2%
Transfusion 1 0.9% . .
Pediatric 2 1.8% 1 7.7%
Other 3 2.8% 1 7.7%
TOTAL 109 100.0% 13 100.0%

(10 cases). If weassumethe8t010-year period estimated
for anaverageHIV casetodevelopintofull-blown AIDS,
then the majority of 20- to 29-year-olds with AIDS
likely acquired HIV while they were teenagers or
adolescents.

Todate, only 5% of HIV incidencereportsarefor teens.
Thissuggeststhat young peoplewith HIV may not receive

early testing. Inthe Lancaster County 1997 Youth Risk




Behavior Survey, 38% of sexudly active high school sudents
reported that they did not use acondom thelast timethey
had sex. Incidenceratesfor sexually transmitted diseases
such asgonorrhea, chlamydia, and genital wartsare highest
among theteenage population. Thisdataprovidesadditiona
cause for concern about the high risk sexual behavior of
youth in Lancaster County and their potential for HIV
infection.

The percentage of AIDS casesclassifiedasMSM or MSM/
IDU is higher among individuals in older age groups,
comprising 53.6% of thosewith AIDSinthe20to 29 year
agegroup, 73.8%inthe 30to 39 year agegroup, and 76.7%
inthe 40 yearsand above age group. Theper centage of
AIDS cases traced to heterosexual exposure
comprised onein four (27.8%) personsdiagnosed at
25-29 year s, ascompar ed with 10% or fewer of those
in all other agegroups.

Incidence Among Ethnic/Racial Minorities

AIDS disproportionately affects the minority
population, comprisingnearly 16% of AIDScasesand
20% of HIV cases, but only 6% of the general
population (FigureD). InLancaster County, the mgjority
of White (67.0%) and Hispanic (71.4%) individualswith
AlIDSreported exposurethroughMSM. Black individuals
were less likely to report MSM (27.3%) and most
likely to report primary exposure risk through
heter osexual contact (45.4%) (FigureE). Exposureto

Figure D: Comparison of Race/Ethnicity:
AIDS cases, HIV cases, and the General Population
Lancaster County, 1985-1995

General

Race/Ethnicity AIDS cases HIV cases Population

(1990 Census)

White 84.4% 80.0% 93.9%
Black 9.0% 11.3% 2.1%
Hispanic 5.7% 6.3% 1.8%
Native American 0% 1.3% 0.5%
Other 0.8% 1.3% 1.7%
Non-white Total 15.6% 20.0% 6.1%

AIDSthroughMSM/IDU, transfusionsof blood or tissue,
hemophiliadisorder, and pediatric cases occurred only
among the White population.

Future AIDS Incidence in
Lancaster County

In summary, Lancaster County AlDSincidence appears
to haveincreased in recent yearsamong females, youth,
and thosewith heterosexual contact. HIV incidencedata
further indicatethat femal es, teensand adol escents, racia/
ethnic minorities, thosewhoinject drugs, and thosewho
engagein heterosexud sex areincreasingly atrisk for HIV
exposurein Lancaster County. Increased community
awareness, prevention and trestment of HIV/AIDSamong
these populations is needed -- without sacrificing a
continued emphasis on AIDS prevention among the
homosexua population.
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Figure E: AIDS Exposure by Race
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How these HIV trends will affect future
AIDS incidence is uncertain. Recent
treatment advances have increased the
likelihood that AIDS onset will bedelayed
or supressed for many with HIV. However,
giventheexpenseof thesetreatments, along
with the current barriersto medical care,
thereisadanger that many of those most at
risk will not have accessto these promising
treatments. If such a situation were to
persist, AIDSin Lancaster County could
increasingly affect a broader base of the
MSM popul ation, including women, ethnic/racial
421% | minorities, and other economically
disadvantaged populations.
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